DEPARTMENT OF HUMAN SERVICES ACT 33 TEAM 
FATALITY REVIEW REPORT . 

DAVID HESS 


Date Of review meeting: 11/04/2016 


Date of report: 1 0/14/2016 

Child’s names: David Hess 

r Jther’s name: 

^’.ddress: 

Father’s name: 

Address 

Siblings; 


Alleged perpetrators: 
Relationship to child: 


Wordsworth Residential Treatment Facility Staff 


CASE SUMMARY 

On October 14, 2018, the Pennsylvania Department of Human Services (PA-DHSi received a rhiid 
Services (CPS) report alleging that David, a rasMaat oywordmoS, raSd"t,a?SSent 

pragrarh,. ,ad died the day prior. It was reported that David was restrained by staff after acting aggressively and 

I? la denned as a 2-Htour living setting In which care Is provided for one or more 

vmildren. Residential facilities in Pennsylvania are licensed and regplated by PA-DHS. The PA-DHS Bureau of 
^man Seroces Licensing is responsible for the oversight of regulations related to the facilities and their proorams 
Wordswo^ s Icense was most recently renewed in August 2018. Following David's death, PA-DHS revoked^ 
Wordsworth s license and issued an order for an emergency closure PA-DHS officials remained on at 
Wordsworth until all residents were relocated. remained on site at 

The CPS report was assigned to a PA-DHS program representative for investigation. The assioned PA-DHS 
westigator, another PA-DHS investigator, and the PA-DHS Office of ChildrenrYouth and FaK-SmSllf 
Regional Office (OCYF-SERO) Director traveled to Wordsworth Aoademy to Hggjn i«yggBv,g»i^— Yhe- • wer- 

pm^ded wito a safety plan for the other residents in the program. Thr^e of toSeged SeStftora hI5 

Thf outome of the investigation. The PA-DHS staff observed David's room 

The light fixture was broken and there were shards of glass on the floor. David's clothing had been placed in trash ’ 
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PA-DHS,m noted 

SSSS""=~£=SH^"““ 

tnere was a bang and the sound of glass breakina Afterwards Da Jdu«s®« L *• ® room, 

yoot S« 

□avid-c rnni t n Jtn J residential yogth counselor, reported that he witnessed the youth enter 
David s room, and an argument ensued regarding the stolen iPod. reported that he entered DaviS room 

^ therapeutic behavioral counselor, and then escorted the other youth back to his own room. 
..... questioned David about the iPod. David denied having the iPod but 'fatpH 

that thev were going to .reported that he found 

owner.. stated that he then heard loud noises coming from David’s room. 

tho mom ® restraint because he was acting aggressively entered 

leB him aSn te ™ om'■ "'X «“<=" » 

Stated that, a few minutes later; he heard glass breaking and furniture beino thrown in nauid’e mnm 
epc -led Jhat David had barrioad^ his doorwilh furniture so ha forced his way into tha room with 
. David was swinging, kicking, and breaking the ceiling llghta 
therm. “''"“'^“'Dmridlnamstralnt reported that, dudng lha restraint, punched David in 

SdV i, seamaS’D^arwas „at bmaiS^^r^ 

v-ia gasping for air so he started chest compresSons. Both called tiJSfm SaJm 

I sir personal cellular telephonea. By the time a aecond call was mads to lha nurse appiSlmlSv S, tTrS, 
m ""'"’“Xadly tost conaciousness, dSTS^n^a^ Sad 

911 at that time reported that he was trained In OPR but that ha only did chSl comSons Ha Seed 

began ™ “ “dTrihan tha num^^TnffiKS “ 

pc«ca « o'a.d h d »Ka hums =ha^&Sto^»Sb“u^'SS;^^^^^^ 

mltea altar the nurse Sad 91^'^ 3““ 


The PA-DHS investigators met with the Wordsworth Director of Nursing and several of the nurses The nirertnr 

provided the PA-DHS slaff with a copy cl Wordsworth’s Emarpchcy wldical Pton The 

Stan, includi^ procedures for contacting onsite nursing slaff and nitifying lha onfall physSiran toddem cS^^ 

after hours.^e Plan also clearly noted that, if there was a medically emergent situation, then 911 should be 
contacted. During a previous interview, the PA-DHS investigators learned that the first call to the Wordsworth 
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.rftfSttcSr"''' Ol-lor™ contact on 

InrEmergenoy Safe ™ntSSn°" 

She was administering medications SO She told nursB 

conacled ‘ or?b£dpre>aufecuff '™®"“''»?^»''®"="'‘*en,alevvmingleslal^ 

«as Perfoanhg CPr'. .ban aabaorS'nK g« ro!j anS''™’“ "S':;'' 

tank. VWien they returned, they pgt the mask on David and staff continued CPR 
itated that she could not remember who was performing CPR or who was in the room at th«a Kmo 
stated that she did not know what time 911 was cied buHhat ‘ a . 

that they worked on David for more than an hour, but they could not revive him. ^ ‘ 

t® present on the night of the Incident were also interviewed One of the nurses 

attributed the Cove%en° 

.ioor when a restraint occurs. She also noted that Wordsworth provides the nurses with SlMar Siejhones 
Wordsworth staff members were interviewed as collateral witnesses. vvas also re- 

joined the conversation but it was not clear to him whv became invnivf^H tsu » * j 

Investigate contacted the Directar of Nursing to obtain information regarding activities in the nursino 
Sure^rl' Tm I® ^ ° reported that the nursing department does not keep record of acti^rity that ^ 

occurs on d shift A review of telephone records would be the only way to determine when the nurses recK rails. 

invpttgators received a report from the Philadelphia Fire Department. When in route to Wordsworth 
the dispatcher Informed emergency medical services that it was a "code blue" call. After they arrived at Wordsworth 

The PA-DHS investlgator-s Werviewed several other Wordsworth staff members but they did not have first-hand 
retained an attorney and refused to be inteiviewed a residential counselor, but he 

Interviewed prior to the Act 33 meeting, , resigned from Wordsworth on Qctob- 20^ «• ■ 

resigned on October 21,2018. Both were employed as residential counselors at the time of the incident 


t 
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The CPS report determlnatton Is 
ongoing. 


pending the conclusion of the criminal Investigation. The police Investigation is 


jjlgTQRY OF PAiy!IL Y!S INVOLVEMENT WITH DHS 


had no prior history with Philadelphia DHS. 

David's family was known to Lebanon County Children and Youth Services. 


AREAS ADD RESSED BY THE ACT 33 BEVIEW TEAM- 
STRENCTOS and DEFICIENCIES: 


f. Compliance with statutes and regulations. 

* 33 Teani discussed training regulations for residential staff The Team noted that 

Wordsworth needed to better develop Its staff through coaching and a irrSSiSKSff 
development program. The Team questioned if training that staff received such as crisis 
intervenbon and the use of physical restraints, was sufficient ' 

• Wordsworth leadership noted that refresher trainings, such as how to deescalate 
rSarrfrarnr-T P^^ys’^^al restraints, are provided annually. There is no 

ESSS the residential teems 

o The Act 33 Team felt that trainings needed to occur more regularly and 
Include sessions where staff could practice responding to situations. During 
emergency situations, staff must respond quickly and appropriately They 
need to automaticaliy know what to do in a situation. ^ ^ 

• The Act 33 Team questioned If the alleged use of a headlock during David's restraint 

Z ZmZ" VJ;;' ^ ftx™"" oottnrmnce derini otSr rSws 
The Team asked wjat policies and procedures could be put into place to ensure that 
no other staff members would engage in improper restraint practices 

° the directive that nothing 

should be put on a youth s neck during a restraint The Act 33 Team stresser 

a ?estrainf ® while employing 

o The Act 33 Team stressed that the use of restraints needs to be practiced 
regularly and must be supervised by high level staff who can provide 
redirection as necessary. 

o The Act 33 Teanri also noted that, when an employee is disciplined for 
violating a procedure or protocol, they must receive further training in that 
area before ttiey are returned to their position. For Instance, an employee 
suspended for improper use of restraint should receive remedial training in 
restraint use before returning to employment. * 

’ attempting to deescalate the situation, 

someone should have concurrently called the nurse. 

* recognized that CPR was not done correctly by any of the Wordsworth 
staff. Although several staff members reported giving CPR, through Interviews, it was iSmed 
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breaths^ performed only chest compressions and that no one gave David rescue 

' to°S7an^ leadership reported that that American Red Cross provides CPR training 

’ is a -mental barrier” that needs to be overcome in 

order to provide mouth-to-mouth rescue breaths. Though Wordsworth was not 
required to have breathing masks, the team noted that this relatively Inexpensive 
have hadovercome compunctions that the staff may 

The Act 33 Team did not understand why Wordsworth does not require that nurses keen shift 
logs to document their activities. This information could have been importan"r ^ 

unfespcmstveP difficulty contacting the nurses when David became 

. Wort^orth leadership reported that notations are put into Individual files and that 

Sfh fh!. n ® presided at the end of the shift. There Is not a summa^r document 
with the notations for all of the residents, however, 

unacceptable that emergency medical responders were delayed 
in getting to David. In addition to Wordsworth staff’s failure to call 911 in a timely manner^ 
fesponders arrived at Wordsworth, security personnel did not know on which 
floor the emergency was occurnng. This further delayed emergency medical care for David 

• Wordsworth leadership noted that, when 911 is called, policy dictates that the 
supervisor notifies security of the emergency. 

not clear if Wordsworth was able to meet David’s behavioral 
health n^ds. Wortswo^leadership noted that they had agreed to accept David into their 

h Tw ^ ‘’y numerous other programs. They also 

reported that Wordsworth often accepts such clients into their facility. ^ 

• Wordsworth leadership noted that, in the past, youths with a need for such a high 
®'^® were often sent to facilities in other states. Other slates are permitted to 
use different types of treatment and different restraint methods. When this practice 
stopped, many of these children ended up being placed at Wordsworth. 

o T^e Act 33 Team noted that, if Wordsworth could not meet David’s needs he 
sh^Id not have been admitted into the program, Children must be admitted 
A "lfj!l®'^P®utic environment that will best meet their Individual needs The 
Act 33 Team stressed that keeping children closer to their homes can be 
counterproductive and should not outweigh the need for approoriate 
behavioral health treatment 

• Wordworth leadership noted that their current Residential Treatment Program 

®°®’® of whofii also have delinquent issues. 
Since youths in these two very different groups often need different types of 
treati^ts, ^ditionai services are necessary. Wordsworth leadership reported that 
hey had preliminary conversations with PA-DHS to discuss creating two programs to 
separate the populations. 

^8 Act 33 Team felt it was inappropriate that the decisions to confront and then restrain 
David were made by an^employee who had little training and experience. Proper protocols 
A^r= c.esny not lOnOwea. i he decisions should have been made by supervisory staff that 
had additional experience and training. ’ 
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o Wordsworth CEO Debra Lacks reported that the funding for the youths that they 
service needs to be increased In order to attract more experienced applicants who 
are better able to meet the needs of the youths. Wordsworth line staff earns 
approximately $13.00 par hour. She also stated that the prospective staff is often 
young and comes from the same troubled neighborhoods as the youths Wordsvrarth 
serves. 

o DHS Commissioner Cynthia Figueroa noted that line staff spend the most time with 
me youths and they often have the highest turnover rates in Residential Treatment 
Facilities. In these types of situations, supervision and support are critical. 

• The Act 33 Team questioned If there was a cultural norm at Wordsworth which discouraged 
the reporting of incidents. The Team was worried that an institutional culture such as this 
could prevent staff and youths from providing Information that impacts the well-being and 
safety of Wordsworth residents. The Team also questioned if residents felt safe reoortino 
their issues with staff. * 

• The Tearn discussed the alleged prior incidents of staff hitting David. There appeared 
to be an antagonistic relationship between David and 

o Wordsworth leadership denied that any of these incidents had been 
previously reported to them, 

o Cne of the alleged incidents reportedly occurred in the cafeteria. There are 
no cameras in the cafeteria or In the residents' rooms. There are video 
cameras in the common areas and In the school. 

• Wordsworth leadership noted that there are ongoing conversations with staff 
regarding accountabHity. Staff is encouraged to report Incidents and Is permitted to 
submit concerns anonymously, 

o Wordsworth leadership stated that, if the prior incidents had been reported, 
their protocol dictated a review of any available video footage, a review of' 
David’s clinical history and any fectors which may have contributed to the 
situation, removing staff from David’s unit, and retraining the staff in proper 
procedures. 

• Wordsworth leadership stated that there is a Child Advocacy Group at the facility and 
also a grievance policy. They noted that residents often confide in their therapists 
who are then mandated to report the incidents. 


2. Services to David and the extended family: 

• At the time of the report, David was placed at Wordsworth via Lebanon County There are no 
other minor children in his family. 
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RECOMMENDATIONS FOR CHANGES AT THE STATE AND LOCAL LEVELS: 


1 . 


Reducing fte likelihood of future child fatalities and near fatalities directly related to child 
aoMse and negleel. 


• The Pennsylvania Department of Human Services should consider amending Its regulations 
regarding first aid supplies for residential treatment programs and other congregate care 
faclNties. Current regulations do not require facilities to have access to life-saving equipment 
such as CPR barrier masks and automated external defibrillators (AEDs). Staff should also 
receive regular training on how to properly use the equipment. 

• The Philadelphia Department of Human Services should consider amending Its contractual 
requirements for congregate care providers to mandate that facilities have access to llfe- 
saving equlprnent such as CPR bamer masks and automated external defibrillators (AEDs). 
Staff should also receive regular training on how to properly use the equipment 


2. Monitoring and inspection of county agencies. 
• There were no recommendations. 
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ACT 33 REVIEW TEAM: Dr. Sam Quilno, Chief Medical Examiner, City of Philadelphia 

Cynthia Figueroa, Commissioner, DHS 

Jessica Shapiro, Rrst Deputy Commissioner, DHS 

Kimberly AH, Deputy Commissioner of Child Welfare, DHS 

Gary Williams, Chief Learning Officer, DHS 

Uurle Dow, Divisional Deputy City Solicitor, City of Philadelphia Law 

Department 

Jennifer Good, Act 33 Program Manager, DHS 

James Carpenter, District Attorney's Office, City of Philadelphia 

Dr. Joanne Wood, Physician, CHOP 

Dr, Marla McColgan, Director, St Christopher’s Hospital Child Protection 
Program 

CpI. Shirley Murray, Philadelphia Police Department, Special Victims Unit 
Jeannine Lisitski, Executive Director, Women Against Abuse 
Rachel Hoizman, Deputy Chief, Office of Student Rights and 
Responsibilities, Philadelphia School District 

Kfnsman Director, Maternal, Child and Family Health, Department 
Of Public Health 
Gina Weal, DHS Nurse 
Bert Harris, DHS Psychologist 


PA-DHS Office of Children, 

Youth and Families - 

Southeast Regional Office: Raheemah Shams!d*Deen Hampton, Director 

Mark Davis, Program Representative 
Sherri Irvis-HlII, Program Representative 
Pat Wolff, Program Representative 
Shelly Neptune, Program Representative 
Karen Knellinger, Program Representative 
Lynda Moore, Program Representative 
Emilio Pacheco, Program Representative 


PA-DHS Office of Mental 
Health And Substance Abuse 

Services: W. Jerome Burton, Program Representative 


Wordsworth Staff: Debra Lacks, President and Chief Executive Officer 

Jennifer Herrmann, Deputy Executive Director 

Samara Speakes, Program Director 

Alyssa Tosi, Compliance Officer 

Dr. Mark Novitsky, Psychiatrist 

William L. Banton, Attorney 

Adam Yanoff, General Counsel 


Lebanon County Probation; Sally Barry, Director 

Susan Chrlstner, Deputy Director 
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Approwd fay the Act 33 Team: 



Dr. SaJn QuKne, Chief Medical Examiner 
Chair of the Act 33 Review Team 


pyi^Yg. 1/31/2017 


Reviewed and Approved: 



DATE: 



Forwarded to The Honorable James F. Kenney 
Mayor of the City of Philadelphia 


DATE: 


^l//n 


Forwarded to Raheemah Shamsid-Deen Hampton 

Pennsyivania Department of Human Services 


DATE: 
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